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4 year after ChEVAR.
PATENT renal Chimney stent in 4year after ChEVAR.
Despite multiple additional interventions after ChEVAR for 4 years,
ChEVAR showed durability.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. YKK
Relevant clinical history and physical exam. 68 year old Man presented
with asymptomatic bilteral common iliac artery aneruysm
Hypertension(þ), Diabetes Mellitus(-),Ischemic heart disease(-),
Lipid disorder(þ),
Claudication(-), Renal Insufﬁciency(-)
Current Smoker 23pack yearsRelevant test results prior to catheterization. There were aneurysms at
Left common iliacartery aneurysm (37* 49mm) and right common iliac
artery aneurysm(30mm).
Available options
1. EVAR with bilateral IIA embolization
2. Open Surgical Repair withInternal iliac artery bypass
3. AUI and femfem Bypass, retrograde external iliac to internal iliac
artery stent grafting
4. Iliac Bifurcated Devices(IBD)
5. EVAR with Sandwich techniqueRelevant catheterization ﬁndings. Decision was made to do EVAR with
Sandwich technique to save right internal iliac artery
left iliac artery was unﬁt for sandwich technique because of narrow
lesion in common iliac artery.
Technical tips of sandwich technique followed Dr Lobato’s paper
left internal iliac artery was embolized with coils during EVAR
procedure
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Procedural step. Under general anesthesia, both femoral arteries were
accessed (right cut down method, left pre-close method) and left
upper brachial artery access was done with cuttdown for sandwich
stent.
after completion angiogram, embolization of left internal iliac artery
was done with coils from contralateral approach.
And then, main body of excluder was deployed from right side. right
internal iliac artery was cannulated from left upper brachial artery.
deployment of excluder limb(12mm for distal diameter) for EIA
sandwich stent was followed by deployment of 8mm*10cm viabahn
for IIA sandwich stent. Overlapping was at least 4cm in length be-
tween right limb and sandwich stents to prevent type III endoleak.
Completion angiogram showed no endoleak. A month follow up CT
scan also showed no endoleak with patent sandwich stentsCase Summary. When iliac bifurcated devices is not available, Alter-
native technique is needed to save internal iliac artery
EVAR with Sandwich technique can be used to save internal iliac
artery to prevent pelvic ischemia
Its durability needs to be evaluated
TCTAP C-175
Endovascular Treatment of Aorto-Iliac Occlusion with Extreme Severe
Calciﬁcation
Norihiro Kogame,1 Hitoshi Anzai1
1Ota Memorial Hospital, Japan
[CLINICAL INFORMATION]
Patient initials or identiﬁer number. T.T.
Relevant clinical history and physical exam. A 72 year-old man visited our
hospital complaining of severe intermittent claudication (Rutherford
3) in the both legs. He received medical treatment for hypertensive
heart disease and underwent endovascular treatment for the left
subclavian artery occlusion in our hospital. His bilateral common
femoral arteries (CFA) were not palpable.
Relevant test results prior to catheterization.
 Ankle-brachial index (ABI): right / left; 0.46 / 0.51
 Exercise ABI (Treadmill 3.2 km / hour, 12 % degree): Absolute walking
distance was 267 mm. At the end of exercise, ABI value became
immeasurable (almost ﬂat).
 Computed tomography: Chronic total occlusion (CTO) with heavy
calciﬁcation began from the infrarenal abdominal aorta and extended
to the bilateral CFA. The occlusion length was about 70 mm.
